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Editorial: The outsourcing of risk: out of area placements for those diagnosed with 
personality disorder in the UK 
 
Out of Area (OOA)Placements occur “when a person with assessed acute mental 
health needs who requires inpatient care, is admitted to a unit which does not 
form part of the usual local network of services”.1 While for many, this can mean a night in 
the neighbouring trust, for patients diagnosed with Borderline Personality 
Disorder it may mean years in a distant unit. 
 
There is increasing concern over the general use of OOA placements, for example, from 
the Care Quality Commission and in media reports. “Specialist” personality disorder units 
are self-designated, as there are no specific quality standards or requirements2.  They are 
locked rehabilitation units - another term with no standards applied - where people are 
held under the mental health act in restrictive environments.   Experience suggests that 
these locked rehabilitation units are effectively containers for those NHS services find 
troubling.2 Despite their name, there are rarely any structured interventions available; the 
specialist element is frequently limited to the sign above the door. The consequences of 
being compelled to reside in such units for extended periods of time can be profound. 
 
The CQC estimate that in total there are 3,500 people in long stay locked rehabilitation 
wards2  with scant published data on their demography. 50% of patients on acute 
psychiatric wards have a diagnosis of personality disorder3.   Experience shows they are at 
great risk of going to locked rehabilitation.  A recent study demonstrated a quarter of 
people in private locked rehab had a diagnosis of personality disorder4.  The validity of this 
diagnostic construct is contested, but for this client group who have often been compelled 
to do traumatic things in their pasts, the restriction and physical restraint is 
contraindicated.5   
 
NICE guidelines5 recommend minimal use of the Mental Health Act and a focus on 
collaborative working. Both are incompatible with years of detention in highly 
restrictive environments. We repeatedly see patients who are sent to units with a promise 
of specialist care.  Sometimes the staff believe this, sometimes they know the reality but 
patients are not informed and thus cannot consent. NICE recommends a variety of 
therapies, but these are rarely offered, or are delivered by unqualified staff.  
 
Dialectical Behaviour Therapy (DBT) is recommended by NICE. An intrinsic element of  
DBT is acceptance of some degree of risk, balanced with the patient’s autonomy.6  It is 
impossible to reconcile this with institutional care in highly risk-averse, restrictive 
environments. Furthermore, inpatient treatment incurs a high cost. Placements in private 
specialist units last twice as long as those in NHS services7, costing up to £250,000 per 
person per year, based on the authors’ experience.  
 
It is reasonable to ask organisations and professionals why they tolerate treatment for their 
patients that is incompatible with good practice and is extremely expensive. People with 
diagnoses of borderline personality disorder are notoriously stigmatised within services5. 
Despite numerous polices, guidelines and research findings, services continue to act as if 
this client group are beyond help. Services confidently respond to psychosis, but the sight 
of a person without a diagnosis of psychosis or depression self-harming provokes a 
visceral emotional response. People who have coped by cutting for years have blades 
taken away. Services are pleased at keeping the patient safe by eliminating controlled self 
laceration whilst the patient quietly moves on to the use of ligatures. Behaviours that would 
go unnoticed in the community provoke control strategies in hospital that move ways of 
 
 
coping from damaging to potential lethal. Clinicians are left feeling hopeless and 
incapable. One strategy is to keep the patient out of services; another is to move them. 
Professionals distressed by the risky behaviour of patients continue to find that “whatever 
admission to [another] hospital might do for the patient, it would also do much for them”8. 
 
Experience suggests that otherwise thoughtful professional meetings that incorporate 
patients’ wishes and the principles of good practice change as soon as the possibility of 
risk is raised, leading to defensive and restrictive practice. According to the Independent 
Review of the Mental Health Act9, we as practitioners have too often stopped managing 
the risks to our patients, and are instead managing the risks to ourselves. 
 
Some NHS providers don’t use OOA placements;10 other options are available. Current 
expenditure can be used to develop evidence-based community services.  
Most importantly, we as mental health professionals must address the culture of fear and 
blame affecting clinicians and services, and instead enable them to deliver meaningful 
help. This requires cultural shifts and a change in political priorities. 
 
Spending £250,000 per person per year to ensure untoward incidents happen elsewhere 
may be an issue that is unique to the UK.  It is not an innovation to be proud of.  The cost 
is too much for the taxpayer and far too much for individuals whose lives are damaged. 
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